Objective-To determine laboratory workload and rates of referral for colposcopy in a three district cervical screening programme during 1983-9 to assess the feasibility of accommodating call up of all women at risk, recall at three year intervals (now five year intervals), and investigation of women with all degrees of abnormality.
Women aged 20 to 64 screened in cervical screening programme since 1983. Results-Laboratory workload devoted to follow up of women with abnormalities increased sharply between 1987-8 and 1988-9, with increases of 54% (from 2075 to 3196) in the number of smears for follow up of severe dyskaryosis and invasive cancer, 40% (from 1925 to 2695) for mild and moderate dyskaryosis, and 49% (from 1793 to 2677) for borderline change. The increases were partly explained by the introduction in April 1988 of protocols for follow up and investigation based on guidance in an intercollegiate working party report. The proportion of women with mild and moderate dyskaryosis who were recommended for referral for colposcopy increased steadily from 9*9% in 1983-4 to 79-9% in 1988-9, and for borderline change the proportions were 3-5% and 13-6% respectively. Of all women tested in 1988-9, referral for colposcopy was recommended in 3%.
Conclusions-The increase in laboratory follow up work identified, if it continued, could result in half of existing laboratory capacity in Avon being devoted to follow up work by 1993, with little prospect of maintaining call, recall, and quality control.
Introduction
The decline in mortality from cervical cancer in British Columbia after the introduction of organised screening' and the findings of a study of eight countries that analysed the protective effect of smear tests2 provide persuasive evidence that cervical screening can be effective in preventing cervical cancer. There are, however, disadvantages to screening; these include anxiety and even iatrogenic illness for women judged to have abnormal findings on screening but who would not have developed the disease (false positive results) and aggrievement for those judged to have normal findings on screening who subsequently do (false negative results). The anxiety caused to healthy women by cervical screening has been reported,' and the bitterness associated with false negative results may be such that individual women may take legal action even when no fault has occurred. 4 Another problem with cervical screening is its questionable cost effectiveness.5 Recent advice from the Department of Health6 and an intercollegiate working party7 recommends extending population coverage by screening to all women aged 20-64, screening at three year intervals, and investigating even minor abnormalities disclosed on smear testing. This advice has substantial resource implications: extending population coverage should improve the effectiveness of screening but investigating minor abnormalities will mean troubling many women who will never develop cervical cancer, and, together with the change from five yearly to three yearly screening, will reduce cost effectiveness.
There are insufficient published data on laboratory workload or referral rates for colposcopy to allow examination of the feasibility of following the various policy options for screening, follow up, and investigation. In Avon, faced with the Department of Health suggested that with investigation of all grades of abnormality the proportion of women investigated by colposcopy would increase to 5 3%. The pressure to follow up and investigate women with minor abnormalities arises because of the inherent imperfections of screening. Cervical cytology gives only an indication of risk and cannot distinguish absolutely between women with certain presymptomatic disease and those without.'0 Screening cannot be expected to detect all potential cases of disease, yet investigation of all women with minor abnormalities has been advocated in an attempt to achieve just this. Unfortunately, pursuing this approach increases the costs of screening while doing little to improve its effectiveness. There is no "correct" protocol for determining action on the basis of screening test results; it is a matter of judgment between the benefits and costs.
The debate over who to refer for colposcopic assessment and when to do so is complicated by the subjective nature of cytological and histological diagnoses and the elusive natural course of cervical disease. Most women with minor abnormalities will not develop invasive cancer. Robertson et al in a population based study of 1781 women with mild dyskaryosis managed by cytological surveillance found progression to invasive cancer in only 10 women."
Analysis of the outcome of surveillance of women in whom mild and moderate dyskaryosis was diagnosed in 1979 and 1980 in Avon disclosed similar findings (M Jenkins, personal communication). The aim of cervical screening is to reduce mortality from cervical cancer. The number of women registered as dying from cervical cancer in the three Avon health districts before widescale screening was not likely to be more than 50 each year (reports of the medical officer of health for the City and County of Bristol, 1963-5) .
Comparison with the number of women to be investigated if those with all grades of abnormality were referred for colposcopy (2081 each year in Avon assuming detection rates for 1984-9) suggests that thousands of healthy women might become worried patients. The ratio between the number of women the programme was established to help and the number undergoing colposcopy if all minor abnormalities were referred is 40:1.
The potential for screening to do more harm than good was highlighted by the controversy surrounding the introduction of breast cancer screening in the United Kingdom. Witcombe described the many difficulties of providing a breast screening service of sufficient quality to achieve a reduction in breast cancer mortality. ' In theory, screening programmes should strike a balance between sensitivity (not missing any true cases) and specificity (not investigating or treating those without the disease). In practice, the overriding priority for those concerned is not missing a case in a screened person. This discrepancy needs to be recognised, and policy guidance must enable those responsible for screening to contribute to a service that fits the available resources and that, overall, does more good than harm.
We had three main conclusions in relation to the three policy decisions made in Avon.
(1) Extension of population coverage through the call up of unscreened women and the restriction of opportunistic screening to five yearly was successful.
(2) The introduction of revised protocols for follow up and investigation of minor abnormalities, in accordance with guidelines of the intercollegiate working party report,7 was accompanied by an increase in the laboratory workload devoted to follow up, which might jeopardise the maintenance of even five yearly call and recall and quality control. 
The work of one unit with a particular interest in colorectal surgery has been the subject of continuous audit since 1976. This report shows that regular review and change in antibiotic policy in the light of previous years' experience has resulted in a progressive reduction of wound infections in colorectal and biliary surgery to the point of their virtual elimination whereas the frequency of reporting of results of clinical trials of antibiotics in surgical practice suggests that wound infection remains a significant problem generally.
Methods

RECORDING
All patients having major operations in this unit have typed notes of the operation, consisting of a preoperative note summarising the clinical problem followed by details ofthe operation. One copy is filed in the patient's notes and the other is kept in date order in a box file. At discharge and the subsequent follow up visit handwritten notes are made on the copy in the box file. In the clinic most of the patients are followed up by me. At the end of the year the number of operations done and the complications are readily calculated. If any facts are missing the notes may be requested at this stage before the final year's audit is produced. At the end of the year, in the light of these results, a change in practice may be considered, which then becomes a policy of the unit until further notice.
A wound infection was defined in this study as any discharge from the wound occurring before the first follow up visit at six weeks. If the discharge occurred while the patient was still in hospital, cultures were performed, but in some patients the discharge occurred later. In these cases it was not possible to decide from the patient's description whether the discharge was of pus or simply a serous discharge, and cultures were rarely performed. Any discharge from a wound, however small, had therefore been counted as a wound infection.
In the first six years of the study accurate records were kept only for patients with colorectal carcinoma, but since 1981 the study has been widened to include all major colorectal operations, elective and urgent, and patients having a cholecystectomy have been followed up in the same way.
A few deviations from the policy of the unit undoubtedly occurred. These may have been deliberate because it was thought that more extensive antibiotic cover was indicated-for example, for a cardiac lesion or to treat patients with established peritonitis or those who had unexpected contaminatiom during operation. In the early years of the audit probably not every patient was asked specifically at follow up whether an infection had developed at home, and so the figures may be a slight underestimate. In the past four years, however, in view of the falling rate of infection and increasing interest in audit, great care has been taken to record the progress of all patients.
SURGICAL TECHNIQUE
Bowel preparation for elective colorectal surgery consisted, before 1982, of two doses of castor oil and now consists of two doses of sodium picosulphate. During operation care was taken to avoid contamination from the cut end of the bowel whenever possible. No special wound guards were used, and gloves were not changed unless accidentally punctured.
Some small changes in surgical procedure occurred during the audit. Since the end of 1985 drains have been omitted, except for a suction drain after anterior resection. Paramedian incisions were used early in the study, but since the mid 1980s most colorectal operations have been performed through midline incisions. Mass closure with nylon is routine, and interrupted Dexon or Vicryl was used for skin closure throughout the study. For 
